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Abstract 
Background:  Public health nurses (PHN) work long hours, carry high caseloads, manage with 
fewer resources, and must deal with increasing technology while ensuring the provision of 
quality care.  Since the time of Lillian Wald, public health nursing has undergone a major 
transformation in the types of services provided in the community due to the complexity and 
acuity of the current patient population.  PHNs play a significant role in helping patients to 
effectively manage their illness in order to prevent unplanned hospitalizations.  Illness, 
absenteeism, turnover, and poor job satisfaction are end products of stress. The purpose of this 
DNP project was to examine the impact of care coordination and caseload on job satisfaction and 
stress on the PHNs who are providing care to patients in the community.   
Methods:   Descriptive study using mixed methods of data collection and analysis. A purposive 
sample of nurses who have had experience working in home care and who have provided skilled 
nursing care for a minimum of one year completed self-reported surveys. Perceived stress was 
measured with the Expanded Nursing Stress Scale. Job satisfaction was assessed using the 
Measurement of Job Satisfaction Tool. Analysis of the data collected from the surveys included 
descriptive and inferential statistics. Correlation coefficients, two-sample t-tests and content 
analysis were used to summarize the data and compare group differences between nurses with 
different caseloads.   
Results:  However, due to a small sample size, the correlation and t test results showed 
inconsistency with content analysis. Content analysis provided more insight and represented 
more accurately the characteristics of a small sample size.  
Conclusion/ Clinical relevance:   There exists a gap in the research regarding the impact of 
these factors on PHN and additional research is needed to explore the relationships between 
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work conditions and PHN stress and impact on patient care. The results of this study support the 
idea that high caseloads impact job satisfaction and stress levels of nurses working in public 
health.  Implementing changes to improve work conditions would provide PHNs with the time 
needed to focus on quality patient care which would ultimately lead to improved patient 
outcomes.  In addition, the data collected from this project could influence change as it relates to 
the current model of care delivery in public health.  
Keywords: Public health nurse, care coordination, caseload, acuity, job satisfaction, stress, home 
care 
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Problem Identification and Significance 
For public health nurses (PHN), also known as homecare nurses, community nurses, 
community matrons and health visitors, the true measure of health is assessed when the patient is 
at home in their environment. At the turn of the 19th Century, Lillian Wald was committed to 
improving the health of the general public through community nursing and she and her 
colleagues focused on instructing community residents on basic hygiene while providing care to 
the vulnerable patients (Fee & Bu, 2010). Since then, public health nursing has undergone a 
major transformation in the types of services provided by nurses in the home due to the 
complexity and acuity of illnesses of the current patient population.  Collister et al. (2014) 
reported that PHN would continue to be challenged with managing higher caseloads of acute 
patients as they are choosing to move back to the community instead of long term care facilities 
and are living longer with chronic diseases.   The roles and responsibilities of the PHN continue 
to evolve as they provide care to these patients.  PHNs can no longer only focus on clinical 
issues, alone. They must also play the role of case manager in order to help patients manage their 
complex psycho-social issues.  These issues include managing the health needs of patients who 
live in low-income urban neighborhoods that are burdened with adverse social circumstances 
(Blacksher & Lovasi, 2012).   
Managing the care of complex patients is an important responsibility for any nurse and 
according to De Vliegher et al. (2014), PHNs are caring for patients with multiple comorbidities 
who require higher levels of complex skilled care at home.  Thus, in addition to dealing with 
numerous patients who have both arduous physical and psychosocial issues that tax the clinician, 
PHNs experience work- related stress from: heavy caseloads, the need to integrate a number of 
professional roles in addition to their nursing responsibilities, adherence to the organization’s 
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strict compliance policies, disparity between work and life balance, and an overall sense of job 
dissatisfaction (Billeter‐Koponen & Fredén, 2005).  All of these stressors can lead to frustration, 
poor job satisfaction, impaired decision making and poor patient outcomes (Billeter‐Koponen & 
Fredén, 2005).   
PHNs are challenged more than ever to render care to complex patients while caseloads 
are high and staffing is low, autonomy is limited and support seems non-existent. The retention 
of nurses, competency of staff, patient outcomes, and patient satisfaction are important outcomes 
that highlight the need for additional studies to examine whether there exists a significant 
relationship between care coordination/management and caseload on the stress and job 
satisfaction of PHNs.   
Findings from the project may be used by administrators to plan ways to provide more 
support to the PHN, improve work conditions, which may help to decrease absenteeism and 
reduce attrition.  All these factors may, by extension, impact patient care.  Lastly, there is a 
paucity of literature on the experiences of PHNs and this study was conducted to contribute to 
the better understanding of the challenges that this group of nurses face in their clinical setting. 
Purpose and Clinical Question 
According to the Institute of Medicine’s report entitled Retooling for an Aging America:  
Building the Health Care Workforce, one of the factors in providing care to the geriatric 
population in the community is lack of care coordination (IOM, 2008) while a second factor is 
comorbidity.  The Centers for Medicare & Medicaid (CMS) reported beneficiaries who were 
diagnosed with one chronic disease also suffered from an average of five co-morbid conditions 
(CMS, 2010).  These two factors significantly impacted patient outcomes and required the PHNs 
to perform increased care coordination activities in order to successfully manage care.  
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In order to better understand the challenges faced by PHN, the goal of this project was to 
examine the impact of care coordination and caseload on job satisfaction and work related stress 
among PHNs.   
The specific aims were to:  
1) Examine the relationship among:  care-coordination, job satisfaction, and work-related stress 
among PHNs.  
2) Compare nurses’ stress and satisfaction among those reporting low case load assignments to 
those reporting high caseload assignments.  
3) Obtain recommendations from the nurses on ways to improve job satisfaction and reduce 
work-related stress. 
Definition of Terms 
 For the purposes of this study, the following terms were defined operationally. 
Care coordination. Care coordination was defined as the collaboration by two or more 
health care professionals to facilitate and coordinate the appropriate delivery of health care 
services for a patient (Agency for Healthcare Research & Quality, 2011). Care coordination with 
other disciplines increases with patient acuity.  Care coordination was measured as an interval 
variable, specifically, on a scale of 1 -4 in which “1” was indicative of the PHN being the only 
care coordinator for a patient while  “4” was indicative of the maximum number of other 
disciplines involved in the patient’s care. 
Caseload.  Caseload was defined as the number of patients assigned to the nurse for care 
coordination over a period of one month.  This was categorized as follows:  <30 cases per month 
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or > 30 cases per month.  This value would be reflected by the actual case size at the point of 
data collection. This measure was developed by the researcher for this project.  
Job satisfaction in nursing (JSN). JSN was defined as the nurse’s feeling of satisfaction 
regarding his or her job. JSN has three attributes:  Autonomy, interpersonal relationships and 
patient care (Castaneda & Scanlan, 2014) and was measured utilizing the Measure of Job 
Satisfaction Scale.   
Work-related stress (WRS). WRS was defined as the physical and emotional distress 
that results when the work demands are not aligned with the abilities, resources and needs of the 
employee (National Institute for Occupational Safety and Health, 1999) and was measured with 
the Expanded Nursing Stress Scale.  The words “stress” and “burnout” have been used 
interchangeably in nursing literature.  The word “stress” is used more commonly and when stress 
was not addressed, it led to burnout (Gillespie & Melby, 2009).   
Critical Appraisal of the Evidence 
The following electronic databases were accessed:  MEDLINE (through Ovid), CINAHL, 
NIH and Clinical Key.  The search focused on relevant articles dating from 2010 to present.  
However, because of the limited data, the timeframe was expanded to articles dating back to 
1990.  The search was conducted utilizing the following key terms:  built environments, burnout, 
home care, transition from home to hospital, chronic disease management, public health, care 
coordination, patient acuity, caseload, job satisfaction, adverse patient events, missed nursing 
care, and stress.  Systematic reviews were obtained from the Cochrane Library after searching 
the Cochrane Database of Systematic Review.   Additional websites that were accessed included: 
Centers for Medicare and Medicaid (CMS), Hospital Compare, and the Centers for Disease 
IMPACT OF CARE COORDINATION                                                                                                   12 
 
Control and Prevention (CDC). Inclusion criteria consisted of studies from January 1, 1990 to 
2014 and those that were conducted in English.  
The search yielded less than 30 studies including two systematic reviews and four 
qualitative studies that were highly relevant and focused. These were reviewed and critically 
appraised.  The additional studies that were relevant were over twenty years old. The reports 
from the literature were presented below on the four main variables: PHN responsibilities, case 
management and caseload, job satisfaction and work-related stress.  
Public Health Nurse Responsibilities 
The PHN provides skilled care to a range of patients with acute and chronic conditions. 
Some are common while others are rare. Below is an example of the complexity of care faced by 
the PHN when caring for a patient with congestive heart failure (CHF).   
When caring for a patient with CHF, the PHN is responsible for more than simply 
monitoring patient weights and ensuring compliance to a low sodium diet and medication 
adherence (van de Wal et al., 2010).  Care coordination activities that must be performed by the 
PHN for this patient may include: Providing frequent skilled visits because of acuity, addressing 
all of the issues that arise when there is a poor transition of the patient from the hospital to the 
home, and ensuring that all of the appropriate services are in place.  This requires that the PHN 
spend considerable time on the telephone discussing the care plan with the primary physician, 
social worker, and other members of the care team to coordinate all aspects of care.   
Henricksen, Battles, Marks, Lewin, and Spehar (2005) wrote that PHNs must also help 
the patient to manage his or her health despite the impact of lack of access because of built 
environments (i.e., no access to grocery stores, limited transportation which impacts adherence to 
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medical appointments).  This lack of access impedes the patient’s self-management and the 
communication with members of the entire care team (Henricksen et al., 2005). 
 The PHN must also interact with representatives from health insurance companies to 
ensure that appropriate authorization is obtained for services. A PHN may have as many as 25 
other patients who require an intense level of care.  As the acuity level of patients living at home 
increases, the need to address all barriers to care through numerous care coordination activities 
also increases. However, Walcott-McQuigg and Erin (1992) reported that PHNs may not be able 
to complete work during regular work hours and this may become a major source of stress 
(Walcott-McQuigg & Ervin, 1992).  Hospital units that were identified as having nurses who 
reported feeling high levels of stress were found to consistently have an increased rate of patient 
incidents from medication errors to patient falls (Dugan et al., 1996). 
Case Management and Caseload 
The effect of work-related factors on nurse stress levels has been a subject of interest to 
nurse researchers for decades. In one such early study conducted in 1998, the researchers 
reported that nurses who were stressed and expressed a high intent to quit were less likely to find 
their work meaningful, patients’ perception of quality care diminished, and this resulted in lower 
patient satisfaction scores (Leiter, Harvie, & Frizzell, 1998). This early study made the direct 
connection between nurse and patient satisfaction scores. 
Few studies have explored the relationship between the stress levels and the care 
coordination activities experienced by PHNs.  Using a purposive sample, Philibin et al. (2010) 
conducted a descriptive qualitative study with 25 community nurses from a rural county in 
Ireland. The study focused on clarifying the role and identifying the responsibilities of the PHN 
in that community.  After thematic analysis of the responses that were collected through semi-
IMPACT OF CARE COORDINATION                                                                                                   14 
 
structured interviews, one of the themes that emerged was that the nurse believed him or herself 
to be a “Jack of all trades” (Philibin et al., 2010).  When using this description,  the nurses 
verbalized the following concerns as it related to coordinating the care for the patients:  Curative 
care was often prioritized over preventive care; hidden roles described all of the non-clerical 
tasks for which they were responsible; they dealt with a multitude of psychosocial issues; the 
work overload resulted in nurses taking work home every day to be completed; and their scope 
of practice was challenged when they had to address medical problems instead of nursing 
problems (Philibin et al., 2010).   However, concerns about the caseload were not fully addressed 
in the study.  This study was relevant for the PHN in New York State. Similar to the nurses in 
Ireland, the PHNs working in Brooklyn, New York are expected to spend more time multi-
tasking both clinical and non-clinical tasks required for the coordination of care while having to 
lessen the amount of time spent on the actual provision of care.   
Romagnoli, Handler, Ligons, and Hochheiser (2013) conducted a qualitative study using 
both the nominal group technique, with 17 nurses, followed by the administration of a web based 
survey to 220 nurses.  The study explored the perceptions of hospital-based nurses and home 
care nurses who were challenged with obtaining the post-hospitalization information that was 
needed to successfully support patients’ care in the community in an effort to minimize 
unplanned re-hospitalization.  The results of the study highlighted the following concerns which 
nurses felt compromised their ability to safely care for the patients who were discharged back to 
the community. They reported:  Lack of information regarding patients’ medication regimen, 
functional limitations, and communication challenges with members of the care team across all 
settings and poor transitions from the hospital to the community. The study also discussed 
related issues including:  Patient acuity, detailed information regarding post -discharge 
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instructions, and the coordination of services after discharge. All of these factors negatively 
impacted the PHNs ability to provide care.   
As far back as 2006, Naylor (2006) associated poor quality and increased costs for 
healthcare with poorly executed transitions across health settings. Successful transition of 
patients from short and long term care facilities back into the community and communication 
among members of the care team across all settings should lead to improved care coordination 
resulting in improved patient outcomes.  It is paramount that clinicians work in an environment 
conducive to supporting the numerous care coordination activities that are required for the 
efficacious management of their patients’ care.  In addition to care coordination, managing their 
caseload could also be challenging.   
Jarrin, Flynn, Lake and Aiken (2014) conducted a cross sectional study in which they 
reviewed data from the Center for Medicare and Medicaid Services Home Compare and nurse 
survey data from 118 home care agencies.  Using regression models, the researchers explored the 
impact of work environment on unplanned hospitalizations and discharges from the home care 
agency. The results suggested higher rates of acute hospital admissions in the agencies were 
evident wherever nurses reported higher levels of inadequate staffing, higher caseloads (Jarrin, 
Flynn, Lake & Aiken, 2014).  Additionally, the researchers were concerned that there was a lack 
of awareness regarding the impact of increased levels of patient acuity, productivity 
requirements, and increased coordination on public health nurses and the overall impact on 
patient care (Jarrin, Flynn, Lake & Aiken, 2014).   
Caseload. Two important studies were conducted in the United Kingdom (UK) but have 
relevance for PHN working in the US. In a systematic review conducted by Burnard, P., 
Edwards, D., Fothergill, A., Hannigan, B. & Coyle, D. (2000), researchers found community 
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nurses in Wales reported their stress levels were high because of increased workload, lack of 
resources and increased administrative/ non-clerical tasks.  In addition to these factors, 
community mental health nurses reported time management, inappropriate referrals, safety 
issues, role conflict, role ambiguity, lack of supervision, not having enough time for personal 
study and NHS reforms, general working conditions and lack of funding and resources made it 
increasingly difficult to provide quality care to their patients.  The nurses who worked in 
Brooklyn, New York might empathize with the nurses in Wales as they face the same challenges.  
Additional research was needed to raise awareness of and improve understanding about these 
challenges, and to implement appropriate measures to improve the PHN experience. 
More recently, Sargent and Roland (2008) examined the caseload for community matrons 
(comparable to PHNs) working in Great Britain. They identified nine challenges that impeded 
community matrons from successfully managing their cases and they included:  1) Anxiety about 
large caseloads; 2) barriers to provision of care; 3) lack of caseload risk stratification; 
4)increased number of patient discharges; 5) social, geographical and individual patient issues; 
6) non-clinical tasks assigned to matrons; 7) need for education and training; 8) provision of 
reactive care instead of proactive care; and 9) decreased efficacy in helping to reduce hospital 
admissions. Participants reported that having high caseloads led to compromised patient care and 
increased unplanned hospitalizations. Unfortunately, the literature did not specify an exact 
number of cases that would represent an ideal caseload if the aforementioned factors were taken 
into consideration.  The authors suggested that employers must work with the frontline staff to 
establish the target caseload while providing a supportive infrastructure for the staff.  
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Job Satisfaction 
Snelgrove (1998) explored work related stress and job satisfaction among three distinct 
groups of nurses in the UK:  Health visitors (equivalent to PHN), district nurse, and community 
health nurses.  A 47- item general health questionnaire compiled by Snelgrove was administered 
to 143 nurses.  The results indicated that stress in each group of nurses varied, however, the 
highest level of stress and lowest level of job satisfaction was reported by the health visitors.  
Additionally, the four primary and common stressors that were identified among all the nurses 
were dissatisfaction with the content of the work, lack of stability in the workplace, 
unpredictability of events occurring at work and the level of emotional involvement of the job.  
The participants agreed that poor relationships with management compounded the stress.  This 
study emphasized that PHNs regardless of employment site might share a similar experience and 
a conservative effort must be made to uncover common problems and implement changes that 
would improve overall work conditions. 
Ellenbecker and Byleckie (2005) conducted a study to explore which factors most 
impacted the job satisfaction level for public health nurses.  Three hundred forty nurses from 
Virginia, Maryland, Tennessee, Michigan, and Washington, DC completed the Home Healthcare 
Nurse Job Satisfaction (HHNJS).  Using the tool, the researchers examined nine factors which 
are believed to impact job satisfaction: autonomy, salary and benefits, nurse-patient relationship, 
collaboration with physicians, collegial relationship with colleagues, organizational factors, 
stress and workload, flexibility of work hours and autonomy to fully practice within one’s scope.  
Researchers found the greatest satisfaction for the nurses was derived from their relationships 
with the patients and ability to be function autonomously. The greatest dissatisfaction from the 
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work was related to salary and benefits, varying components of the organization, and stress and 
caseload (Ellenbecker & Byleckie, 2005).   
Delobelle et al. (2010) conducted a correlational study looking at the relationships among 
demographic variables, job satisfaction, and intent to leave the workplace among 143 primary 
healthcare nurses in a rural area of South Africa.   Two structured questionnaires were 
administered and nurses participated in focus groups. The following themes emerged: Need to 
improve work conditions, desire from clinicians for increased supervisory support, decreased 
workload and increased opportunities for training, and additional pay.  The results indicated that 
nurses were satisfied with the work and co-workers, but, they were displeased with their pay and 
work conditions.  Job satisfaction was found to be negatively correlated with turnover and the 
factors impacting this were age, education and relationship with supervisor (Delobelle et al., 
2010), and the correlation was statistically significant.  This study showed that lack of 
satisfaction along with workplace conditions and low pay for nurses was a universal experience 
that led to poor job satisfaction.  Further studies are needed to examine this issue, and uncover 
possible solutions on how to improve the situation.   
Hypothesizing that job dissatisfaction led to higher levels of turnover, Cicolini, 
Comparcini, and Simonetti (2014) conducted a systematic review focused on evaluating studies 
that explored the relationship between nurse empowerment and job satisfaction in the nursing 
work environment.  After reviewing 596 articles, they selected twelve which met their study 
criteria.  The researchers found that work environments that had structural empowerment- access 
to data, support, resources and autonomy created the greatest sense of satisfaction with the nurses 
which led to psychological empowerment - competence, significance of work, autonomy and 
influence on others (Cicolini, Comparcini, & Simonetti, 2014).  The evaluated studies 
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demonstrated a positive correlation between structural and psychological empowerment and job 
satisfaction.  Happy and empowered nurses remained committed to the organization, while also 
empowering their patients and this led to positive patient outcomes (Cicolini, Comparcini, & 
Simonetti, 2014).  This study supported the idea that nursing leadership played an integral role in 
creating a positive/healthy work environment that fostered loyalty and ultimately led to improved 
job satisfaction, and lower turnover of staff.  Success in this area might impact patient care. 
Work-related Stress  
Michie and Williams (2003) conducted a systematic literature review examining the 
association among factors at work and their psychological impact on healthcare workers in the 
UK. Forty-nine studies were selected for this review.  They looked at healthcare workers both in 
and outside of the UK, as well as non-healthcare workers, to assess how common the findings 
were.  Researchers found that there was a higher rate of absenteeism due to sickness, and that the 
nurses in the UK identified pressure from their workload and long hours as the sources of 
psychological distress (Michie & Williams, 2003).   This also had a negative impact on their 
personal lives.  As for nurses in Europe, the USA, and Australia, stress was attributed to role 
ambiguity, lack of support from colleagues, little to no participation in decision making, and the 
climate of the organization.  This ultimately had an impact on quality and quantity of care to 
patients while increasing stress levels of other members of the care team who were forced to 
work short staffed (Michie & Williams, 2003).  The authors posited that through training and 
organizational initiatives that increased communication, decision making and problem solving, 
and coaching for success, sickness and absenteeism in the workplace would be reduced and 
psychological well-being would be increased (Michie & Williams, 2003).     
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Lee and Wang (2002) conducted a qualitative study with a convenience sampling of 167 
public health nurses in Taiwan.   A 40-item questionnaire was mailed to the nurses to assess their 
occupational stress.  The questionnaire had been used previously to assess stress in industrial 
workers, managers, and nurses.  There were eight subscales of stress that were evaluated by the 
nurses:  Workload, managerial support, personal responsibility, work/life balance, relationships, 
recognition in the workplace, organizational climate and hassles.  The results indicated that the 
major stressors were workload and personal responsibility to perform the job well.  Additionally, 
despite having higher educational levels, less experienced PHNs reported more stress as 
compared to more experienced nurses. 
Gillespie and Melby (2003) conducted a comparative study that examined the occurrence 
of burnout among nurses working in the accident/emergency (A&E) departments and those 
working in acute medicine, factors that led to stress and burnout, and the impact of these factors 
on the personal life of staff and on patient care.  They found that the nurses who worked in the 
acute setting had higher levels of emotional exhaustion (stress) than those working in the A & E 
departments.  The stress was due to staffing shortages, increased workload, and perceived notion 
of inability to meet patient/family expectations, lack of time to foster relationships with 
colleagues, long work hours, lack of sleep, perceived lack of support from administration and 
lack of time to self-reflect. The study also revealed the stress flowed into their personal lives, and 
had an impact on the quality of care that was provided to patients.  Gillespie and Melby (2003) 
asserted that if the nurses continued to work in such a stressful work environment, burnout and 
decreased satisfaction with the work would be inevitable.  They also proposed that the factors 
leading to stress should be addressed in order to minimize attrition and increase personal 
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gratification.  This study supported the idea that stress in the workplace was detrimental not only 
to the nurse, but, also to the patient.  
Changing Practice and Influencing Culture 
According to the National Institute for Occupational Health and Safety (NIOSH, 1999), a 
healthy work environment is not one devoid of harmful conditions, but, one that provides an 
abundance of health promoting conditions.  Reducing work related stressors is very important for 
the well-being of the PHN.  It is important to better understand his or her experience in order to 
make the necessary changes that would help to improve work conditions, reduce stress, help to 
recruit and retain nurses while also ensuring that patient care is not compromised in any way.  In 
addition, the knowledge gleaned from this study has the potential to influence change in the 
organizational culture in order to improve the work experience for the PHN caring for a 
population facing many obstacles to accessing health care associated with poverty and social 
disadvantage. 
The findings from these studies supported the idea that high workloads and coordination 
of patient care significantly impacted job satisfaction and stress levels of nurses across all 
clinical settings.  Meaningful interventions are critical to addressing these issues in order to 
improve overall job satisfaction.  Such changes would not only improve work conditions, but, 
would also lead to improved patient outcomes.  Though there is a need to create change at an 
organizational level, studies focusing on public health nursing are needed to illuminate the 
problem. 
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Conceptual Framework 
The model used to frame this project was the Systems Engineering Initiative for Patient 
Safety (SEIPS) model of work system and patient safety. It directly and indirectly addressed the 
variables that were being studied.  Though the outcomes/ variables that were being investigated 
focused on job satisfaction and stress as end products of a care delivery system, both can be 
negatively impacted when the system is not functioning at its optimal capacity.  By using the 
SEIPS framework, healthcare organizations can analyze the relationships between structures, 
operations and outcomes.  This valuable information can then be utilized to affect change 
(Carayon et al., 2006).  SEIPS builds on Donabedian’s model of quality.   Donabedian proposed 
that in order to improve quality, the focus should be on the practitioner(s), and also on the system 
that was created to support the care of the patient. An integral part of the system includes the link 
between structure, processes and outcomes of care (Donabedian, 1982).  SEIPS guides the 
exploration of the relationships between people and their environment, and how those 
interactions impact job performance, safety and health, quality of work life and the 
products/services that are produced (Carayon et al., 2006).  In SEIPS, the focus is on the patient 
and/or the provider of care for whom the goal of the system is to maximize outcomes for the 
patient or clinician. This is done by ensuring that all components of the system are working 
optimally and the system encompasses: The people, the technology that is utilized within the 
system, and the management that is responsible for the functioning of the system (Carayon et al., 
2006).  As such, the system must meet the needs of all those who are a part of it and not just that 
of one individual.  Both patient and organizational outcomes are influenced by the effectiveness 
of the work system.  See Figure 1. 
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Methodology 
Design 
A descriptive study utilizing mixed methods of data collection and analysis was 
conducted to examine how care coordination and caseload were associated with job satisfaction 
and work-related stress, as perceived by PHNs.  The independent variables were: care 
coordination and caseload.  The outcome variables measured were job satisfaction and work-
related stress. The study was primarily quantitative with a small component that applied thematic 
analysis of responses to one open ended question on the demographic questionnaire. The study 
was approved by the Institutional Review Board of Drexel University. 
Sample 
 A purposive sampling strategy was used to recruit 32 nurses PHNs who had been 
employed in home care and provided skilled nursing care to patients in their home for a 
minimum of one year. The sample was selected from a network of nurses known to the 
researcher through personal contact, professional associations and other PHN networking 
functions.  There was no specific setting other than the borough, Brooklyn, in New York City.  
This network of nurses represented a diverse workforce hailing from different parts of the world 
including:  Russia, Haiti, Philippines, United States, and the Caribbean from Jamaica to St. 
Vincent.    
Inclusion criteria. In order to participate in this study, the PHN had to meet the 
following requirements:  
a) Licensed to practice nursing;  
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b) Had received nurse education as a practical nurse (LPN), associate degree nurse or 
BSN; and 
c) Employed in home care and experience providing skilled nursing in patients’ homes 
for a minimum of 1 year.  
Participant Recruitment and Enrolment 
 The source of participants was a networking list of nurses known personally by the 
researcher as friends and colleagues who worked in home health care. Forty nurses were 
contacted via phone to assess their interest in participating in the study.  For the 32 nurses who 
agreed to participate, a formal invitation was sent to their personal email for recruitment and 
enrollment (see Appendix A).  The email informed the nurse of the study, its purpose, 
compensation, and time commitment. The email requested a reply indicating interest (or not) in 
participating and requested consent. The principal investigator (PI) made three attempts to 
contact each nurse on the list and for those who did not respond, the individual was removed 
from the networking list.  In order to mitigate the potential of not recruiting 30 nurses, the PI 
sought to recruit additional nurses through word of mouth.  Two additional nurses were recruited 
in this manner.  Nurses who agreed to participate in this study were asked to share news of it 
with their colleagues.  Any nurse interested in participating was provided with my phone number 
and email address. 
Waiver or alteration of the consent process.  As this research involved no more than 
minimal risk to the subjects, a waiver or alteration of the consent and authorization process was 
requested.  In addition, this waiver or alteration did not adversely affect the rights of the 
participants.  Lastly, all subjects could be provided with any additional pertinent information 
after participation in the study if this were needed.  
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Data Collection 
 Once enrolled, nurses were sent a link to the data collection tool which was an online-
survey. Data comprised the responses to the self-administered questionnaires created in 
Qualtrics®. Via the online survey, socio-demographics, job satisfaction, and perceived stress 
levels were measured utilizing two standardized instruments and a demographic and workload 
questionnaire created by the investigator.  These are described below. 
Instruments 
Demographic and workload questionnaire.  Socio-demographic information was 
collected on all participants. Socio-demographic characteristics on the subjects were collected 
via a nine question demographic information sheet.  This included questions on age, race, 
education and length of employment.  In addition to demographics, this questionnaire also 
collected information on the PHN’s case management and care coordination required for the 
patients on their case load (see Appendix B).  To assess the collaboration with other disciplines, 
the following scoring was utilized:  1= the presence of one additional discipline working with the 
RN; 2 = two additional disciplines; 3 = three additional disciplines and 4 = four additional 
disciplines.  These disciplines included: Physical therapists, occupational therapist, speech 
therapist and social worker. This scale was created by the investigator for this project. There are 
no measures of validity or reliability. 
Expanded Nursing Stress Scale (ENSS). The ENSS is a 57-item tool that measured the 
stressful situations that nurses’ face in various clinical settings. The original Nurse Stress Scale 
(NSS) was created by Gray-Toft & Anderson (1981) and assessed 34 items that looked at 
situations impacting nurses in the hospital (French, Lenton, Walters, & Eyles, 2000).  Since then, 
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the NSS has been expanded to include 57 items and the responses are measured on a five point 
Likert scale - (1= never stressful, 2 = occasionally stressful, 3 = frequently stressful, 4 = 
extremely stressful, 5 = does not apply).  This version is now known as the Expanded Nurse 
Stress Scale (ENSS) and it assessed the following nine subscales:  discrimination, inadequate 
emotional preparation, workload, uncertainty concerning treatment, conflict with physicians, 
problems relating to peers, problems relating to supervisors, patients and their families, and death 
and dying.  The ENSS was updated to capture additional stressful situations that nurses working 
in the hospital and non-clinical setting might encounter given the changing realm of healthcare 
(French et al., 1995).  ENSS has been used in several published studies by AbuRuz (2014) and 
Rita et al. (2013).  To calculate scores, each subscale was tallied and the total score was summed.  
Higher scores indicated areas in the workplace that provided the most stress for that individual. It 
took approximately twenty minutes to complete this tool (see Appendix C).  The scores for 
ENSS can range from 57 to 285.   
Measure of Job Satisfaction (MJS) Tool. The MJS measured job satisfaction levels 
among nurses. This multidimensional tool was previously used with community health nurses to 
measure job satisfaction levels (Traynor & Wade, 1993).  It is a 38-item questionnaire with 
responses based on a five point Likert-type scale and was recently increased to 43 items.  It 
measured personal satisfaction and satisfaction in the following areas: Workload, professional 
support, training, compensation for work, standards of care, prospects, and overall satisfaction 
(Traynor & Wade, 1993).  Internal consistency was measured at 0.93 and upon a re-test 
completed within two weeks, it measured at 0.89.  Convergent validity was found to be 0.83 
when compared to the Price Waterhouse work characteristics instrument (Van Saane, Sluiter, 
Verbeek & Frings-Dresen, 2003).  In addition, the MJS measures five work factors: Personnel 
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satisfaction, workload, professional support, salary, and prospects and training. Within the sub-
scale of personnel satisfaction, items are included that refer to variation, challenge and 
satisfaction. All the 11 standard work factors are represented in the instrument (Van Saane, 
Sluiter, Verbeek & Frings-Dresen, 2003).  One limitation of this tool was that autonomy and 
professional growth were marginally addressed.  This questionnaire took approximately ten 
minutes to complete (see Appendix D).  The scores for MJS can range from 38 to 190.   
Data Collection Procedures 
 The PI was responsible for data collection. An email was sent to the participants with a 
link to Qualtrics®.  The survey included a cover page that explained the study as well as the 
consent form (see Appendix F).  During the study, on a daily basis, the PI reconciled the list of 
recruited nurses against the nurses who completed the survey.   Any clinician verbalizing that he 
or she no longer wanted to participate was excluded.  Although the survey was anonymous, 
participants' email and IP addresses were recorded by default.  However, information linked to 
the identity of respondents had been eliminated prior to the analysis process. 
As a function of Qualtrics ®, the researcher could track the completion of responses 
through the My Projects page which provided the total number of responses, whether those 
responses were complete or partial and the completion rate for the survey.  As all participants 
completed the survey within 48 hours of receiving the link, they were called within one week to 
thank them for their participation.  On that call, an agreement was secured for permission to call 
the clinician back for any additional follow up that might be needed to clean the data, or in the 
event data were missing, prior to analysis.  
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Compensation 
Incentivizing studies to recruit subjects has been a long standing practice that is 
controversial because of the concern that study participants would fabricate or conceal important 
information in order to gain the financial rewards (Dickert, 2013). Participants in this study were 
offered an incentive.  For all participants who consented to this DNP project and who fully 
completed the survey, a $10 gift card was mailed to their home within 24-48 hours of completion 
of the survey.  The researcher funded the gift cards.  
Data Analysis 
The data were  analyzed using descriptive and inferential statistics as appropriate for the 
data based on its distribution after a thorough exploratory descriptive analysis led by a trained 
statistician. Socio-demographic data and data on case management and case load were analyzed 
descriptively using frequencies, ranges, percentages, and means and standard deviations where 
appropriate.  The analytic approach for each aim of the study is described below.   
Aim 1.   The relationship among care-coordination, job satisfaction, and work-related 
stress among PHNs was assessed using Pearson’s bivariate correlation test. The analyses 
deviated from the originally proposed methods because the data collected were more 
appropriated for Pearson’s correlation.    
Aim 2.  Comparison of nurses’ stress and satisfaction among those who reported low 
caseloads to those who reported high caseloads was also assessed. The research assumption was 
there would be a difference between the two groups. An independent sample t -test was done to 
assess if a statistically significant difference exists.  
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Aim 3.  In response to an open-ended question on the survey, participants made 
recommendations regarding changes they believed would improve job satisfaction and reduce 
work-related stress.  Once all of the surveys were completed, analysis of the data followed. 
Thematic analysis was utilized to review raw data which were coded to identify concepts and 
conceptual categories which were grouped into themes (Guest, Mac Queen & Namey, 2011).  
All responses were reviewed to identify notable and significant statements, phrases or 
quotes made by the clinicians that offered insight on how to improve work conditions (level 1 
coding).   Next, those concepts were grouped into categories which were labeled as  themes. 
These themes represented ways to improve work conditions. 
Data Management 
 The PI conducted analyses with the assistance of a trained statistician.  Use of a log book, 
downloading results from survey, de-identification and cleaning the data were essential.  The PI 
utilized a log book to document all aspects of this research project.  It contained legible and 
organized information regarding the design of the project, any developments that occurred 
during the process and the results of the research.  Each entry was dated and all entries were 
detailed and specific.  All of the information in the log book was protected from any tampering 
and falsification.  All actions undertaken as part of the study were documented in the log book.  
 The data collected from this study did not pose a disclosure risk.  All data were de-
identified prior to reporting the results.  Data were de-identified according to HIPPA Privacy 
Rules.  Information was de-identified to remove any identifiers which alone or in combination 
could be used to identify the study participants. Since data were only drawn from Qualtrics® this 
minimized the introduction of errors, thereby, reducing the need to clean data. Responses from 
IMPACT OF CARE COORDINATION                                                                                                   30 
 
the survey were downloaded to spreadsheets and these were stored electronically on the 
Microsoft software.  Data were also backed up weekly to an external cloud-based platform.  All 
data were kept on an encrypted/password protected device in the office of the PI.  Data will be 
retained, as per Drexel University’s policy for three years after the study.  After this time, the 
survey administration accounts will be terminated.                
Sharing of results with subjects.  Participants were given the opportunity to request a 
copy of the results upon completion of the study by emailing or calling the researcher whose 
contact information was listed on the cover letter.  In addition, several steps were taken to protect 
the confidentiality of data collected during the study.  
Confidentiality of data collection Data were collected through online portal 
(Qualtrics®), 34 people received an email with the link to complete the survey. Of these 
potential respondents, 32 completed the questionnaire. Although the survey was anonymous, 
participants' email and IP addresses were recorded by default. However, information linked to 
the identity of respondents had been eliminated prior to the analysis process.  Additionally, all 
responses were strictly confidential and no names or numbers were used to distinguish one 
participant from another.  Individual responses were not shared with anyone and only aggregate, 
de-identified data will be released with any published or shared results. 
Privacy.  By allowing study participants to complete an online survey in the comfort of 
their own surroundings, the researcher ensured privacy was maintained for each individual 
during the course of this study. Additionally, every effort was made to collect only the minimally 
required data needed to accomplish this project.  
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Results 
Characteristics of the Participants  
Data were collected through online portal Qualtrics ®.  34 people received an email with 
the link to complete the survey. Of these potential respondents, 32 fully or partially completed 
the questionnaire. Although the survey was anonymous, participants' email and IP addresses 
were recorded by default. However, information linked to the identity of respondents had been 
eliminated prior to the analysis process.  
Demographics.   Ages ranged from 30 to 75 years with an average age of 46.7 years old 
(SD = 10.4).  Of the sample, 25.0% (n = 8) were males and 71.9% (n = 23) were females and 
3.1% (n = 1) unknown.  For marital status, a majority were divorced (59.4%, n = 19), followed 
by 15.6% (n = 5) stating they were single, 15.6% (n = 5) were separated, 6.3% (n = 2) were 
married, and 3.1% (n = 1) were single and divorced.  For race, majority were African American 
(53.1%, n = 17), followed by 25.0% (n = 8) Caucasian, 6.3% (n = 2) Hispanic, and 15.6% (n = 5) 
other. Participants were asked to indicate their highest level of education completed in nursing, 
where most stated they had earned their BSN (70.0%, n = 21), followed by 16.7% (n = 5) stating 
they were currently working on obtaining a higher degree, 10.0% (n = 3) with an LPN, and 3.3% 
(n = 1) with an MSN.  Two others failed to answer this question.  When asked about their 
country of birth, there were 3.1% (n = 1) from Azerbaijan, 21.9% (n = 7) from Haiti, 12.5% (n = 
4) from Jamaica, 6.3% (n = 2) from Nigeria, 3.1% (n = 1) from St. Vincent West Indies, 3.1% (n 
= 1) from Suriname, 21.9% (n = 7) from the United States, 15.6% (n = 5) from the Ukraine, 
3.1% (n = 1) from Uzbekistan, and 9.4% (n = 3) from Russia. Work experience. When asked 
how long they have been a nurse, responses ranged from 4 to 38 years, with an average of 13.6 
years (SD = 9.5). When asked how long they had worked in home care, responses ranged from 2 
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to 26 years, with an average of 8.8 years (SD = 6.4).   When asked about their current position, 
most were a staff nurse (90.6%, n = 29), followed by 6.3% (n = 2) per diem CoC, and 3.1% (n = 
1) a float nurse.  Participants were asked the number of patients they visited daily and responses 
ranged from 2 to 11, and an average of 7.5 (SD = 1.6).  And finally, participants were asked, “On 
a scale of 0 – 100, how stressed are you feeling right now as a result of your work?” where 
responses ranged from 3 to 100, and an average of 58.9 (SD = 26.2).  
Care coordination.   The variable, care coordination, was measured by using 
participant responses to “How many of your current patients require coordination of care with 
professionals from other disciplines (i.e., physical, occupational, speech therapist, social 
worker)?”  Responses to this question varied. Of the 27 valid responses, 22 (81.5%) indicated the 
number of patients they had that required coordination of care with other disciplines, and 5 
(18.5%) gave both a number range and an indication of the other types of disciplines.  Due to the  
range of responses, care coordination was used as a continuous variable for analysis. This 
variable measured the number of patients the nurses cared for that required coordination of care 
with professionals from other disciplines (i.e., ignoring the indication of what the other 
disciplines were).  The average number of patients that required coordination of care with other 
disciplines was 19.5 (SD = 9.6). Responses ranged from 3 to 40 patients per nurse.  The 6 invalid 
answers were written responses that could not be given a numeric expression to represent care 
coordination because of the ambiguity of the nurse’s response. For example, one participant 
answered this question by stating, “Most of them, physical therapy.” With this type of response, 
there is no way to know exactly how many patients require coordination of care with other 
disciplines. 
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  Caseload.   The variable, caseload, was measured by using participants’ responses to this 
item: “For RNs, how many patients do you currently have on your caseload for which you are 
coordinating care?  Indicate N/A if you are an LPN.”  Participant ranged from 10 to 48, with 
responses such as ‘20-25’, ‘25-30’, and ‘10-14’.   Caseloads can range from as low as 10 to as 
high as 40 +.  Based on the researchers experience, when nurses had to manage 30 cases or 
greater, it became very challenging to manage their caseload.   The variable “caseload” was 
dichotomized into two groups, using 30 as the cut off.   Participants who indicated that caseload 
was less than 30 cases were put into one group (<30), and those who indicated greater than or 
equal to 30 cases were placed into another group (≥ 30).  The participants who indicated a 
caseload of ‘25-30’ were placed into the <30 group. All “N/A”       (n = 6) responses were treated 
as ‘missing.’ When observing this binary caseload variable, 40.8%     (n = 10) were grouped as 
having < 30 cases for which they are coordinating care, and 59.3%     (n = 16) cases for which 
they are coordinating care (Table 2).   Note on a daily basis, nurses provide care to 
approximately 8 – 10 patients. 
The outcome variables were: job satisfaction and work-related stress.  Job satisfaction 
was measured using participant responses to the Measure of Job Satisfaction (MJS) Tool which 
comprised the areas of personal satisfaction, overall satisfaction and satisfaction with: workload, 
professional support, training, compensation, prospects, standards of care, and overall 
satisfaction.  For personal satisfaction, an average of items 21, 27, 28, 30, 38, and 39 were used.  
For satisfaction with workload, an average of items 6, 14, 15, 20, 23, 24, 37, and 40 were used.  
For satisfaction with professional support, an average of items 2, 3, 10, 13, 22, 29, 35, and 42 
were used.  For satisfaction with training, an average of items 5, 18, 19, 26, and 31 were used.  
For satisfaction with pay, an average of items 1, 4, 9, and 36 were used.  For satisfaction with 
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prospects, an average of items 12, 25, 32, 34, and 41 were used.  For satisfaction with standards 
of care, an average of items 7, 8, 11, 17, 33, and 43 were used.  Overall satisfaction was the 
average of all 43 items. Table 3 shows a summary of all job satisfaction scores.  The overall 
mean for job satisfaction scores 2.69 (SD= 0.53). 
Work-related stress was measured using participant responses to the Expanded Nursing 
Stress Scale (ENSS).   A total score was given to each participant by adding up all of the 57 
items. Overall work-related stress scores could range from 57 to 285, and the mean work-related 
stress score for all the participants was 177.5 (SD = 31.36). 
Aim 1 
This aim was to examine the relationship among care coordination, job satisfaction, and 
work related stress among PHNs.  To address this aim, Pearson’s correlation analyses were 
considered. Before running Pearson’s correlation, one of the assumptions of using this statistical 
test mandates the variables must be normally distributed.  To assess this, a Shapiro-Wilk’s test 
was used to determine if care coordination, the job satisfaction subscales, and the work related 
stress score were normally distributed where a p-value > 0.05 indicated normality.  Table 4 
shows the results of the Shapiro-Wilk tests, where most variables were normally distributed (p-
values > 0.05).  Shapiro-Wilk results for 2 job satisfaction scores determined the data were not 
normally distributed (Satisfaction with Pay and Satisfaction with Standards of Care), but, an 
additional observation of the skewness and kurtosis of these scores showed that the data could be 
considered normally distributed (values in between -2 and 2).  Overall, because all variables 
were considered normally distributed, Pearson’s correlation was used to determine the 
relationship between care coordination with job satisfaction and work-related stress.   
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The results of Pearson’s correlation showed that none of the job satisfaction subscales nor 
work-related stress were significantly correlated with care coordination (all p-values > 0.05) 
(Table 5).  Therefore, the assumption was not valid as there was no statistically significant 
relationship found between the independent variable care coordination and dependent variables 
(i.e., job satisfaction and work related stress).  
Aim 2  
Comparison of low and high caseload groups on each of these dependent variables a) job 
satisfaction, and b) work-related stress was completed.   A two-Sample t-test was used to assess 
if the job satisfaction subscales and work-related stress were different between those with low 
(<30) and high (≥30) caseloads.  Similar to research assumption 1, before running a Two-Sample   
t-test, one of the assumptions of using this statistical test is the dependent variables must be 
normally distributed within each of the independent variable groups. To assess this, a Shapiro-
Wilk’s test was used again to determine if the job satisfaction subscales and the work related 
stress score were normally distributed with the low/high caseload groups.  Results of the 
Shapiro-Wilk (along with examining skewness and kurtosis) were similar to those in research 
question 1, where all dependent variables were normally distributed.  Overall, because all 
dependent variables could be considered normally distributed with the caseload groups, a Two-
Sample t-test was appropriate to determine the relationship between the independent variable 
caseload and job satisfaction, and work-related stress. 
Results of the two-sample t-tests, using results for equal variances, showed that 
satisfaction with workload, satisfaction with professional support, satisfaction with prospects, 
and overall satisfaction were all significantly different between caseload groups (see Table 6). 
Scores on several items were statistically significant.  Specifically, satisfaction with workload, 
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satisfaction with professional support, satisfaction with prospects and overall satisfaction were 
higher among the group of nurses that reported a higher case load.    
Aim 3 – Thematic Analysis 
 Aim 3 summarized the recommendations made by the PHNs regarding modifications to 
the work environment that they believe would improve job satisfaction and reduce work-related 
stress as well as assessed the clinicians current stress level.  Thirty out of 32 respondents took the 
opportunity to provide insight from their perspective by responding to the question: “What are 
TWO recommendations that you feel are needed in order to improve the overall work 
conditions?” These responses were coded into concepts and then organized into conceptual 
categories which were then renamed themes. The themes are divided in two general groups of :  
primary and secondary recommendations.  
Primary Recommendations. The primary recommendations were: Better communication, lighter 
workload, and staff training.  These are described below (see Table 7). 
 Better communication. Better communication is defined as the increase in quality of the 
communications between PHNs and the staff. This indicated the need for more effective 
communications between administrative staff and the PHNs which would improve the overall 
working conditions, therefore, improving care coordination. Six of the 30 participants (20%) 
reported that primarily better communication with office and administrative staff would improve 
their overall working conditions.  Respondents’ feedback included: “Being able to have direct 
phone numbers to speak to the people you need too”, “communication between office and field 
staff” and “better communications”.  
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  Lighter workload. Lighter workload is defined as the decrease in hours PHNs work each 
day, which indicated if the PHNs’ caseload per day decreased, then, the overall working 
conditions would increase. Eighteen of the 30 (60%) who responded gave indications that 
primarily a lighter workload with less cases per day would improve overall working conditions.  
Some responses included the following: “smaller caseloads, less visits per day to allow for 
quality coordination and documentation”, “less caseload need more assistance from clerical 
staff” and “reasonable caseload”. 
  Staff training. Staff training is defined as the effectiveness of the staff training programs 
and the quality of training, This suggested that staff training for office employees would aid to 
improve the overall support provided to PHNs, thus, improving working conditions for PHNs. 
Six of the 30 participants (20%) suggested primarily that staff training for office employees 
would aid to improve their overall working conditions. “Well trained designated staff to assign 
cases”, “more organized scheduling department” and “more support in having the office do some 
problem solving before calling the field staff”. 
Secondary Recommendations.  The secondary recommendations were: Improved working 
conditions and increased administrative time.  These are described below.  Lighter workload and 
staff training were listed as both primary and secondary recommendations (see Table 8).   
Improved working conditions.  Improved working conditions are defined by the 
perceived need for improved working conditions for PHNs, which suggested a more pleasant 
working environment for the nurses.  The responses included “respect for nurses”, “realistic 
expectations”, “better work and life balance” and “assigning cases earlier in the day”.  Five of 
the 18 (28%) responded with a secondary recommendation of lighter workload with less cases 
per day would improve overall working conditions.  One respondent stated “less patients on case 
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load, better work life balance”, “less visits, one SOC a day not two” and “having a safe patient 
ratio and getting more RNs”.   Five of the 18 (28%) reported a secondary recommendation of 
staff training with office and administrative supporting workers would improve their overall 
working conditions.  “Assignment of cases before 9:30” and “qualified office staff” were 
additional responses from PHNs. 
Increased administrative time.  Increased administrative time is defined as the time 
used to perform documentation and non-clinical administrative tasks.  Nurses needed more time 
for documentation which significantly impacted care coordination. Four of the 18 (22%) 
suggested a secondary recommendation of increased administrative time would aid to improve 
their overall working conditions.  “Need more help from clerical staff” was one participant’s 
response and another stated “stronger clinical backup from the office”. 
 Additionally, participants were asked “From a scale 0-100, 0 being not stressed at all to 
100 being extremely stressed, how you would rate your current stress level based on your 
caseload?”   All 32 nurses responded to this question and the minimum stress level reported was 
3 while the maximum level was 100.  The mean self-reported stress level was 57.45 (SD=27.19). 
The most frequent answers clustered around the 50-80 range, which indicated a higher stress 
level in the overall sample. 
Limitations 
The primary limitations of this study were the sample size and the mixed-methodology 
design.  A qualitative focus with a large sample size would have provided a better opportunity to 
explore in greater detail the variables of interest.  The data from Qualtrics ® assessed the overall 
job satisfaction and did not elaborate on the specific variables that were being studied.  While the 
qualitative component provided insight regarding the variables being studied, the researcher 
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could have asked more in-depth questions to gain even more understanding on how job 
satisfaction and stress levels impacted the clinicians.  Despite the small sample size, the feedback 
provided by the nurses demonstrated the need to look at these variables in greater detail. Through 
additional studies, the challenges of the PHN must be illuminated, especially, given their vast 
responsibilities within the current realm of healthcare.  In addition, the challenges faced by the 
nurses in Brooklyn is universal as those challenges have been identified by nurses across all 
clinical settings as was found in the studies reviewed for this project.  All of these factors 
negatively impact the clinicians and should be explored.   
Discussion       
 The main purpose of this project was to examine the relationship of care coordination 
and caseload on job satisfaction and work related stress among PHNs.  With a greater than 75% 
response rate, results of the statistical analyses showed that satisfaction with workload, 
satisfaction with professional support, satisfaction with prospects and overall satisfaction were all 
significantly higher for those with a high case load. However, although the overall satisfaction 
scores were higher for nurses with high caseloads, further analysis of specific questions on the job 
satisfaction survey revealed dissatisfaction with workload in particular:   time to complete work, 
workload, overall staffing, hours worked, feeling accomplished at the end of the day and sufficient 
time to complete work .  
Further evaluation of the responses for these specific questions revealed the following:   For 
example, item 6 asked “if nurses were satisfied with the time available to get through my work”. 20 
out of 32 respondents (62.5%) indicated they were either dissatisfied or very dissatisfied.  Item 14 
asked nurses how they felt about the amount of time spent on completing administrative tasks.  17 
out of 32 (53%) were also dissatisfied or very dissatisfied.  Item 15 assessed how respondents felt 
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about their workload.  16 out of 32 respondents (50%) were either dissatisfied or very dissatisfied, 
while 9 out of 32 (28%) were neutral in their response.  Item 20 asked nurses to assess overall 
staffing levels and 16 out of 32 responses (50%) indicated clinicians were either dissatisfied or very 
dissatisfied with the current levels.  Item 23 asked nurses how they felt about the degree of time 
available to finish everything they had to do and 20 out of 32 (62.5%) nurses were dissatisfied or 
very dissatisfied with the lack of time.  Item 24 asked nurses how they felt about what they had 
accomplished when they go home at the end of the day and 13 out of 32 respondents (41%) were 
dissatisfied or very dissatisfied. Item 37 asked their satisfaction with the number of hours they work 
and 14 out of 32 respondents (43.8%) were dissatisfied or very dissatisfied. Lastly, item 40 asked 
clinicians how they felt about the time available for patient/client care and 11 out of 32 nurses 
(34%) were dissatisfied and very dissatisfied while 3 (9%) of nurses were neutral.  For these 
specific items, nurses’ dissatisfaction with the workload ranged from 45 to 63%.  Evaluation of the 
subscale workforce demonstrated the nurses’ responses were congruent with the recommendations 
that were made by the clinicians in the qualitative content analysis.  
The researcher expected the quantitative and qualitative analyses to provide similar results.  
However, varying responses from the same sample could have been the result of instrument error, 
reliability and validity of the instruments. First of all, the sample size in this study was small and the 
lack of power could be part of the reason why the quantitative analyses did not find a correlation 
between work-related stress and satisfaction. Although the correlations were not statistically 
significant, it was surprising that even the strength of the correlation between the variables was very 
weak as the sample was small. Finally, in terms of generalizability, qualitative studies have less 
power inferencing the general population, but, can be an accurate way to describe and make 
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inferences about localized problem or conditions.  Therefore, the quantitative component was 
appropriate for the study.  
The qualitative component of this study provided tremendous insight to the challenges faced 
by the public health nurses working in Brooklyn.  As the overall primary recommendations 
indicated, their major concerns involved the case load, ineffective communication with office staff, 
the increased time needed to perform non-clinical administrative tasks and lack of competency of 
the office staff.  All of these factors impede their ability to provide quality, effective and efficient 
care.  In Sargent and Roland (2008) study, PHNs who dealt with very similar condition reported 
when they had high caseloads, patient care was jeopardized and the numbers of unplanned 
hospitalizations increased.  By addressing these issues, not only would job satisfaction increase, but, 
one would expect patient care to also be impacted positively.    
As it relates to caseload, the recommendations were not only to minimize the numbers, but, 
to also ensure a safe patient to nurse ratio. The concern of staffing shortages is evident across all 
clinical settings and until this issue is completely addressed, it will significantly impact the 
workplace.    As Gillespie and Melby (2003) identified in their study of nurses working in 
emergency departments, staffing shortages, workload and stress, impacted job satisfaction and stress 
levels at work.  This in turn impacted the personal lives of staff and ultimately affected patient care.   
So addressing staffing shortages should be the priority of all healthcare organizations. What was 
surprising with both the primary and secondary recommendations was the lack of responses that 
tackled the issue of patient acuity.   As the secondary recommendations made by the nurses were 
very similar to the primary ones, this indicated that these concerns were very important to the nurses 
and addressing them was paramount.   
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Additional discussions must be had with the clinicians to come up with innovative ways to 
improve the work processes.  Recommendations around minimizing administrative time and 
additional training of clerical staff would eliminate the completion of non-clinical tasks by nurses 
through streamlining the work to clerical staff.  This would provide nurses with the valuable time 
needed to spend on the provision of clinical care to their patients.   
The small sample size and the inclusion of only one simple open ended question may have 
been the main reasons for the inconsistency between the quantitative and qualitative analyses 
findings. However, quantitative analyses are more generalizable, and they provide more 
associations between variables, but, the results are also less reliable when the sample size is 
suboptimal according to a priori power analyses. The use of qualitative methods was appropriate 
when the goal of research is to probe and explore a phenomenon such as that of exploring the 
experience of the PHN. 
Clinical Implications 
PHNs also known as home care nurses play a significant role in supporting patients to 
effectively manage their illness and stay out of the hospital.  As the Centers for Medicare & 
Medicaid has implemented fines for re-admissions within 30 days, PHN may feel even more 
pressure to help complex patients remain safely at home.  Though the literature examined job 
satisfaction and stress levels in nurses working in the hospital setting and hospice care settings, 
there continues to be a gap in the research literature that addresses the impact of care 
coordination and workload on job satisfaction and stress levels on the nurses providing care in 
the community.  This is important area for further research to determine evidence-based 
guidelines for the right nurse-patient caseloads. The nurses who participated in this study 
currently make daily skilled visits to approximately 8 to 10 patients.   Unknown is what is too 
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many such that the nurse is overworked resulting in impaired decision making, poor patient 
outcomes, and missed care.  The results of this study were beneficial as they provided insight 
into the challenges faced by the PHN.  The clinical implications are many and by identifying 
these challenges and working proactively to address them, improvements can be made that will 
assist PHN to be more effective in their roles, thus, improving clinical practice.   
In a study conducted by McHugh, Kutney-Lee, Cimiotti, Sloane & Aiken (2011) 
researchers looked at different variables that impacted job satisfaction, burnout, nurses’ 
satisfaction with patient care and varying aspects of their job and satisfaction scores for 
hospitalized patients.  The results of the study concluded patient satisfaction scores were lower in 
hospitals where nurses were dissatisfied with their job and work environment, suggesting, patient 
care was negatively impacted. This study complements the notion that safe and quality patient 
care is jeopardized when clinicians are stressed and forced to work in an environment that is not 
always conducive to patient care.   
As the researcher observed first hand during her role as a Clinical Director in a home care 
agency, when PHNs work within time constraints to manage their high caseloads and complex 
patients, clinical assessments may be hastened and incomplete.  As a result, nurses may miss 
critical symptoms, that when left untreated, lead to delayed or improper care.  This delay in 
treatment can also lead to unplanned hospitalizations.  They may also be rushed during the 
provision of skilled nursing care.  As such, they can endanger the patient by missing important 
elements of care.  Additionally, poor clinical practice can become habitual, thus, further, 
jeopardizing patient care.  All of these factors can lead to poor patient satisfaction and a loss of 
confidence in the abilities of the clinician.  Lastly, as coordination of care with other disciplines 
is time consuming, clinicians may fail to collaborate with other disciplines. These factors support 
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the idea that additional/ongoing training aimed at assisting nurses in improving their clinical 
decision making capacity is paramount.  As such, nurse educators should take the lead with 
helping nurses to improve their critical thinking skills.  Next steps to achieving this goal could be 
the use of simulation labs and clinical problem solving training modules.   
In the current model of care, there are discrepancies in the collaboration between 
disciplines as well as with the community partners to adequately support patient care.  As the 
PHN is responsible for bridging these services, increased caseloads coupled with the complexity 
of patients and care inevitably creates conditions where patients’ needs are not always 
adequately addressed.  As such, making changes to the current care delivery system would be a 
first step in improving overall patient care. 
It would be important to address the performance of non- clinical tasks by the PHNs that 
burden their workload.  In their current role as coordinator of care, the PHN must often spend 
time on the phone pursuing unsigned doctors’ orders, scheduling clinic appointments for 
patients, returning patient calls to inform them of next scheduled visits and various other tasks 
that interfere with the patient care.  While these tasks are important, they are non-clinical.  These 
tasks should be re-assigned to ancillary staff.  By successfully streamlining non clinical work and 
placing it within the appropriate departments for completion, the PHNs would have more time 
and opportunity to focus on quality patient care while working to improve patient outcomes.  
Proper identification of acute patients is also necessary to ensure that care in the community is 
optimized. 
Creation of a stratification system that would identify patient acuity, those at high risk for 
readmission while also accounting for the psycho-social issues that negatively impact patient 
outcomes is paramount to improving patient care.  Currently, patients are assigned to the 
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clinicians based upon volume and capacity.  This model does not take into account patient 
acuity.   A stratification system would help by: minimizing the total number of complex cases 
assigned to one clinician, help the organization identify the threshold of staffing and provide an 
alert for the need to hire additional staff and to also ensure that patients who require intensive 
coordination of care are correctly identified (Haas, 2013). 
According to the United States Registered Nurse Workforce Report Card and Shortage 
Forecast, from 2009 – 2030 RNs would be scarce and this would span across the country 
(Juraschek, Zhang, Ranganathan, & Lin, 2012).  This deficit spans the entire healthcare delivery 
system including public health nursing.  Working in an environment where staffing is routinely 
short and patient care is voluminous, one can expect an increase in medication errors, patient 
falls and lastly omission of patient care.  Omission of patient care is a large phenomenon in 
health care that impacts all aspects of nursing.  Also referred to as missed care, this occurs when 
nursing care is delayed, incomplete or omitted entirely. The PI has witnessed its impact in her 
former role of clinical director at a large home care agency on the east coast.  Addressing this 
issue is essential to improving patient care as these omissions of care can lead to poor patient 
outcomes.  Limited research has been conducted on this phenomenon and additional research is 
needed. 
Kalish (2006) conducted a qualitative study looking at the issue of missed care and its 
causes on medical surgical units.  She identified nine tasks that were regularly missed and they 
included:  patient teaching, ambulating of patients, turning and positioning of bed-bound 
patients, discharge planning, emotional support, documentation of intake and output and regular 
monitoring of patients.  The identified causes were staffing shortages, work demands, time 
required to complete tasks and routine failure to complete those tasks which became habitual.  
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Due to ongoing staffing issues that lead to increased caseloads for nurses working in homecare, 
PHN are forced to choose between providing curative care versus preventive care; patients 
awaiting preventive care are often the ones who do not receive the scheduled visits.  In addition, 
the burden of high caseloads and complex care coordination impacts the PHNs ability to provide 
thorough and quality care to patients.  This is especially a concern for patients who may have 
been identified at high risk for re-hospitalizations.  When care at home is not optimized, patients 
are at greater risk for unplanned hospitalizations.  
Additional research will be needed to explore the working conditions of the PHN as well 
to identify solutions that will adequately address all concerns.  As front line staff providing care 
and managing these acute patients, it was important that the clinicians have the opportunity to 
share their ideas on how to address these problems.  Despite the many challenges that these 
clinicians face on a daily basis, they continue to navigate the treacherous realm of homecare that 
currently exists in order to provide the vital care that these complex patients require. The results 
of this study supported the idea that job satisfaction is impacted when working conditions are not 
optimal and the existing model of care delivery in public health should be examined to help 
improve working conditions.  The nurses’ identified the need to reduce caseloads, hire more 
nursing staff, train administrative staff to adequately support clinical staff and improve 
communication between office and field staff as important factors that would help to not only 
increase job satisfaction and decrease stress, but, also improve patient care.  Given the increasing 
acuity levels of patients living at home, immediate consideration should be given to these 
recommendations as this would help the clinicians to successfully manage patient care and 
ultimately lead to improved patient outcomes. 
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Table 1.  Characteristics of the Sample (n=32)     
  
 
 n Percent 
 
Gender   
Male 8 25.0 
Female 23 71.9 
Missing 1 3.1 
Marital Status    
Single 5 15.6 
Divorced 19 59.4 
Separated 5 15.6 
Widow 0 0.0 
Married 2 6.3 
Single & Divorced 1 3.1 
Race   
African American 17 53.3 
Caucasian 8 25.0 
Hispanic 2 6.3 
Asian 0 0.0 
Other 5 15.6 
Highest Level of Education   
LPN 3 9.4 
BSN 21 65.6 
MSN 1 3.1 
Currently Working on Obtaining a Higher Degree 5 15.6 
Missing  2 3.1 
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 n Percent 
Country of Birth   
Azerbaijan 1 3.1 
Haiti 7 21.9 
Jamaica 4 12.5 
Nigeria 2 6.3 
St. Vincent West Indies 1 3.1 
Suriname 1 3.1 
USA 7 21.9 
Ukraine 5 15.6 
Uzbekistan 1 3.1 
Russia 3 9.4 
   
Position in Acute Care Program   
Staff Nurse 29 90.6 
Per Diem CoC 2 6.3 
Float Nurse 1 3.1 
   
 Mean  SD 
Age 46.7 10.4 
How Long Have You Been A Nurse? 13.6 9.5 
How Long Have You Been in Home Care? 8.8 6.4 
How Many Patients Do You Visit Daily? 7.5 1.6 
How Stressed Are You Feeling? (0 – 100) 58.9 26.2 
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Table 2. Nurses Reporting Low and High Patient Caseloads (per week)   
(n=26)  
  
   
 
                                                N                                  Percent   
Caseload   
< 30                                        10                                    38.5   
≥ 30                                        16                                    61.5   
Missing                                    6   
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Table 3. Summary of Job Satisfaction  Scores   
    
 
Subscales of job satisfaction Items Mean SD 
Personal Satisfaction 21, 27, 28, 30, 38, 39 2.41 0.47 
Satisfaction with Workload 6, 14, 15, 20, 23, 24, 37, 40 3.28 0.81 
Satisfaction with Professional Support 2, 3, 10, 13, 22, 29, 35, 42 2.55 0.62 
Satisfaction with Training 5, 18, 19, 26, 31 2.50 0.69 
Satisfaction with Pay 1, 4, 9, 36 2.92 0.73 
Satisfaction with Prospects 12, 25, 32, 34, 41 2.67 0.59 
Satisfaction with Standards of Care 7, 8, 11, 17, 33, 43 2.41 0.67 
Overall Satisfaction All 43 items 2.69 0.53 
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Table 4.  Summary of the Shapiro-Wilk 
test for normality of data 
    
     
     
Subscales of job satisfaction Test Statistic p-value Skewness Kurtosis 
Care Coordination 0.98 0.758 0.09 -0.53 
Personal Satisfaction 0.96 0.397 0.10 -0.79 
Satisfaction with Workload 0.95 0.288 0.19 -0.61 
Satisfaction with Professional Support 0.98 0.930 0.24 0.68 
Satisfaction with Training 0.95 0.218 0.54 0.47 
Satisfaction with Pay 0.89 0.008 0.23 -0.78 
Satisfaction with Prospects 0.94 0.158 0.07 -1.12 
Satisfaction with Standards of Care 0.90 0.016 1.23 1.70 
Overall Satisfaction 0.97 0.621 0.39 0.23 
Work-Related Stress 0.93 0.069 -0.85 0.08 
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Table 5    
   
Results of Correlation of Nurses’ Work-Related stress and Satisfaction 
with Care Coordination  
Subscales of job satisfaction Correlation p-value 
Personal Satisfaction 0.04 0.839 
Satisfaction with Workload 0.10 0.634 
Satisfaction with Professional Support 0.02 0.919 
Satisfaction with Training 0.22 0.291 
Satisfaction with Pay 0.33 0.102 
Satisfaction with Prospects 0.22 0.278 
Satisfaction with Standards of Care 0.28 0.159 
Overall Satisfaction 0.20 0.323 
Work-Related Stress -0.04 0.831 
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Table 6.  Comparison of Nurses’ 
Reported Work-related Stress, 
Satisfaction between Nurses Reporting 
Low Caseloads to Nurses Reporting 
High Caseloads 
    
     
   
Subscales of job satisfaction 
Low Caseload 
Mean (SD) 
High Caseload 
Mean (SD) t p-value 
Personal Satisfaction 2.28 (0.48) 2.57 (0.45) -1.57 0.128 
Satisfaction with Workload* 2.89 (0.73) 3.65 (0.75) -2.55 0.017 
Satisfaction with Professional Support* 2.26 (0.62) 2.80 (0.55) -2.30 0.031 
Satisfaction with Training 2.26 (0.67) 2.64 (0.67) -1.43 0.165 
Satisfaction with Pay 2.78 (0.56) 3.13 (0.81) -1.20 0.242 
Satisfaction with Prospects* 2.38 (0.49) 2.88 (0.50) -2.47 0.021 
Satisfaction with Standards of Care 2.20 (0.49) 2.68 (0.74) -1.79 0.086 
Overall Satisfaction* 2.43 (0.45) 2.92 (0.49) -2.55 0.018 
Work-Related Stress 173.4 (40.23) 174.9 (30.1) -0.11 0.912 
*p-value < .05 
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Table 7. Primary Recommendations from Nurses on Ways to Improve the Overall Work 
Conditions. 
 
Theme Supportive Statements 
Better 
Communication 
 Being able to have direct phone numbers to speak to office 
personnel as needed 
 Better communication between field & office 
Lighter Workload  Smaller caseload  
 Lighter caseload and realistic expectations 
 Less visits allows for quality coordination and documentation 
Staff Training  Well trained designated staff to assign cases 
 More staff 
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Table 8. Secondary Recommendations on Ways to Improve the Overall Work Conditions. 
Theme Supportive Statements 
Improved Working Conditions  To solve parking problems 
 Cases must be close to each other, less travel time 
 Less patients on case load, better work life balance 
 Having a safe patient ratio and getting more RNs 
 Smaller caseload with acute patients 
Increased Admin Time  Report time increase 
 More organized scheduling department 
Lighter Workload  Smaller caseload 
 Lighter caseload and realistic expectations 
Staff Training  More qualified office staff 
 Well trained designated staff to assign cases 
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Figure 1.  Systems Engineering Initiative for Patient Safety (SEIPS) Model of work system and 
patient safety 
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Appendix A  
Formal Invitation to Participate in Study 
Dear XXXX, 
I hope that this email reaches you and your family in both good health and spirits.  Thank you for 
your willingness to participate in this study.  As part of my Doctor of Nursing Practice (DNP) at 
Drexel University, I am now ready to commence the data collection phase for the Capstone 
Project.  
The purpose of this study is to explore what impact care coordination and caseload have on the 
job satisfaction and perceived occupational stress among public health nurses.  There is limited 
information regarding this subject and I strongly believe that your experience is unique and the 
larger nursing community will benefit from your insights.  Participation is strictly voluntary.    
There is no risk involved in your participation in this study. Benefits attained as a result of the 
study may or may not affect you directly, however, you will be providing information regarding 
the challenges that Public Health Nurses experience. 
So, I am reaching out to you today to inform you that your participation will involve the 
completion of a survey via Qualtrics®.  It should take you no longer than 35 minutes to complete 
it.  Upon completion of the survey, please send me an email with your mailing address.  A $10 
gift card to Starbucks will be sent to your home within 24-48 hours of completion of the survey.  
The consent form will be attached to the cover page of the survey.  You must consent prior to 
completing the survey.  By consenting, you are giving permission for the use of your responses 
in this study and in subsequent scientific literature 
Thank you again for your participation and I appreciate you!  If you have any questions, please 
feel free to send me an email at cpr45@drexel.edu or call me at 347-499-5192. 
I most sincerely hope to hear from you. 
Warm regards,  
Cari 
347-499-5192 
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Appendix B  
   Demographic Data Form  
1.  How old are you?           __________ 
2. Gender:     1) Male         ___________   2) Female     __________ 
3. Indicate your marital status: a) Single   b) Divorced   c) Separated   d) Widow   e) Married                                     
4. Indicate your race:  a) African-American   b) Caucasian   c) Hispanic    d) Asian    e) other   
5.  Indicate, in years, how long you have been a nurse?   ________  
6. Indicate, in years, how long you have been working in home care?   ____________ 
 7.   Indicate your highest level of education that you have completed in nursing:   
      a) LPN            b) BSN     c) MSN           d) currently working on obtaining higher degree  
8.  Please indicate the country of your birth:  _______________________ 
9.  Indicate your current position:  ______________  
       a) Staff nurse   b) Per Diem CoC      c) Float Nurse   
10.  For RNs, how many patients do you currently have on your caseload for which you are 
coordinating care?  Indicate N/A if you are an LPN.  ____________________ 
11.  How many patients do you visit daily?  _____________________ 
12.  How many of your current patients require coordination of care with other disciplines (i.e. 
physical, occupational, speech therapist, social worker)?  __________________________ 
13.  On a scale of 0 – 100, how stressed are you feeling right now as a result of your work?  ____ 
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14.  What are TWO recommendations that you feel are needed in order to improve the overall 
work conditions for the staff?    
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                                       Appendix C 
Expanded Nursing Stress Scale 
Expanded Nursing Stress Scale 
Below is a list of situations that commonly occur in a work setting.  For each situation you have 
encountered in your PRESENT WORK SETTING, would you indicate HOW STRESSFUL it has been 
for you: 
(Enter the number in the right hand column that best applies to you.  If you have not 
encountered the situation, write ’0'.) 
 
Never 
Stressful 
1 
Occasionally 
Stressful 
2 
Frequently  
Stressful 
3 
Always  
Stressful 
4 
Does Not 
Apply 
5 
 
 
1. Performing procedures that patients experience as painful………………... ___ 
2. Criticism by a physician…………………………………………………… ___ 
3. Feeling inadequately prepared to help with the emotional needs of a patient’s 
family………………………………………………… ___ 
4. Lack of opportunity to talk openly with other personnel about problems 
  in the work setting………………………………………………………… ___ 
5. Conflict with a supervisor………………………………………………….. ___ 
6. Inadequate information from a physician regarding the medical condition of a 
patient………………………………………….. ___ 
7. Patients making unreasonable demands…………………………………….___ 
8. Being sexually harassed……………………………………………………. ___ 
9. Feeling helpless in the case of a patient who fails to improve…………….. ___ 
10. Conflict with a physician…………………………………………………... ___ 
11. Being asked a question by a patient for which I do not have a  
 satisfactory answer…………………………………………………………. ___ 
12. Lack of opportunity to share experiences and feelings with other personnel in the work 
setting………………………………………………. ___ 
13. Unpredictable staffing and scheduling…………………………………….. ___ 
14. A physician ordering what appears to be inappropriate 
 treatment for a patient……………………………………………………… ___ 
15. Patients’ families making unreasonable demands…………………………. ___ 
16. Experiencing discrimination because of race or ethnicity…………………. ___ 
17. Listening or talking to a patient about his/her approaching death…………. ___ 
18. Fear of making a mistake in treating a patient……………………………... ___ 
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Never 
Stressful 
1 
Occasionally 
Stressful 
2 
Frequently  
Stressful 
3 
Always  
Stressful 
4 
Does Not 
Apply 
5 
 
19. Feeling inadequately prepared to help with the emotional needs 
 of a patient…………………………………………………………………. ___ 
20. Lack of an opportunity to express to other personnel on the unit my negative feelings 
towards patients…………………………. ___ 
21. Difficulty in working with a particular nurse (or nurses) in my immediate work 
setting…………………………………………….. ___ 
22. Difficulty in working with a particular nurse (or nurses) outside my immediate work 
setting………………………………………... ___ 
23. Not enough time to provide emotional support to the patient……………... ___ 
24. A physician not being present in a medical emergency……………………. ___ 
25. Being blamed for anything that goes wrong……………………………….. ___ 
26. Experiencing discrimination on the basis of sex……………………………___ 
27. The death of a patient……………………………………………………… ___ 
28. Disagreement concerning the treatment of a patient………………………. ___ 
29. Feeling inadequately trained for what I have to do………………………… ___ 
30. Lack of support of my immediate supervisor ……………………………... ___ 
31. Criticism by a supervisor…………………………………………………... ___ 
32. Not enough time to complete all of my nursing tasks……………………... ___ 
33. Not knowing what a patient or a patient’s family ought to be told about the patient’s 
condition and its treatment………………….. ___ 
34. Being the one that has to deal with the patients’ families…………………. ___ 
35. Having to deal with violent patients……………………………………….. ___ 
36. Being exposed to health and safety hazards……………………………….. ___ 
37. The death of a patient with whom you developed a close relationship……. ___ 
38. Making a decision concerning a patient when the physician is 
unavailable……………………………………………………. ___ 
39. Being in charge with inadequate experience………………………………. ___ 
40. Lack of support by nursing administration………………………………… ___ 
41. Too many non-nursing tasks required, such as clerical work ……………... ___ 
42. Not enough staff to adequately cover the unit…………………………….. ___ 
43. Uncertainty regarding the operation and functioning 
 of specialised equipment………………………………………………….. ___ 
44. Having to deal with abusive patients……………………………………… ___ 
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Never 
Stressful 
1 
Occasionally 
Stressful 
2 
Frequently  
Stressful 
3 
Always  
Stressful 
4 
Does Not 
Apply 
5 
 
45. Not enough time to respond to the needs of patients’ families…………….. ___ 
46. Being held accountable for things over which I have no control………….. ___ 
47. Physician(s) not being present when a patient dies………………………... ___ 
48. Having to organise doctors’ work…………………………………………. ___ 
49. Lack of support from other health care administrators…………………….. ___ 
50. Difficulty in working with nurses of the opposite sex……………………... ___ 
51. Demands of patient classification system………………………………….. ___ 
52. Having to deal with abuse from patients’ families………………………… ___ 
53. Watching a patient suffer…………………………………………………... ___ 
54. Criticism from nursing administration……………………………………... ___ 
55. Having to work through breaks……………………………………………..___ 
56. Not knowing whether patients’ families will report you for  inadequate 
care…………………………………………………………….. ___ 
57. Having to make decisions under pressure…………………………………. ___ 
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Appendix D 
Measure of Job Satisfaction (MJS) Tool 
 
How satisfied are you with these aspects of your work: 
 
Very 
satisfied 
Satisfied Neither 
satisfied 
nor 
dissatisfied 
Dissatisfied Very 
dissatisfied 
1 Payment for the hours I work . .
 
  
   
2. The degree to which I feel part of a team      
3. The opportunities I have to discuss my 
concerns 
     
4. My salary/pay scale      
5. Being funded for courses      
6. The time available to get through my work      
7.  The quality of work with patients/clients      
8.  The standard of care given to 
patients/clients 
     
9.  The degree to which I am fairly paid for 
what I contribute to this organization 
     
10. The amount of support and guidance I 
receive. 
     
11. The way that patients/clients are cared for      
12. My prospects for promotion      
13 The people I talk to and work with      
14. The amount of time spent on 
administration 
     
15. My workload      
16. My prospects for continued employment      
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Very 
satisfied 
Satisfied Neither 
satisfied 
nor 
dissatisfied 
Dissatisfied Very 
dissatisfied 
17. The standard of care that I am currently 
able to give 
     
18. The opportunities I have to advance my 
career 
     
19. The extent to which I have adequate 
training for what I do. 
     
20. Overall staffing levels.      
21. The feeling of worthwhile accomplishment 
I get from my work 
     
22. The degree of respect and fair treatment I 
receive from my boss. 
     
23. The degree of time available to finish 
everything that I have to do. 
     
24. What I have accomplished when I go home 
at the end of the day. 
     
25. The amount of job security I have.      
26. Time off for in-service training.      
27. The amount of personal growth and 
development I get from my work. 
     
28. The extent to which my job is varied and 
interesting. 
     
29. The support available to me in my job.      
30. The amount of independent thought and 
action I can exercise in my work. 
     
31. The opportunity to attend courses.      
32. The possibilities for a career in my field.      
33. The general standard of care given in this 
unit. 
     
34. The outlook for any professional 
group/branch of nursing. 
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Very 
satisfied 
Satisfied Neither 
satisfied 
nor 
dissatisfied 
Dissatisfied Very 
dissatisfied 
35. The overall quality of the supervision I 
receive in my work. 
     
36. The amount of pay I receive.       
37. The hours I work.      
38. The extent to which I can use my skills.      
39. The amount of challenge in my job.      
40. The time available for patient/client care.
  
     
41. How secure things look for me in the 
future of this organization. 
     
42. The contact I have with colleagues.      
43. Patients are receiving the care that they 
need.  
     
44 Overall, how satisfied are you with your 
job? 
     
.         
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Measure of Job Satisfaction (MJS) 
 
Introduction 
 
The MJS was developed from the responses of a random sample of more than 700 community nurse 
members of the Royal College of Nursing to an item bank derived from the literature and from talking to key 
informants.1 
 
The MJS is a group measure designed to monitor the morale of community nurses following changes in 
legislation and the delivery of health and social care in the U.K.2  Norms for different groups of U.K. nurses 
are enclosed.  The MJS has also been designed for anonymous completion and takes approximately 10 
minutes to complete. 
 
Coding and Scoring Key 
 
This updated version of the MJS was developed using a second sample of 650 community nursing staff.  It 
comprises 7 subscales which may be combined to give a measure of 'Overall Job Satisfaction'.  There are 43 
items all of which are scored as follows: 
 
Very satisfied      5 
Satisfied      4 
Neither satisfied nor dissatisfied    3 
Dissatisfied      2 
Very dissatisfied     1 
 
Analysis 
 
The MJS is sensitive to differences in satisfaction over time and to differences in level of satisfaction between 
different groups of staff (Figure 1).   Therefore it should be analysed according to job title.  The first 43 items 
form 7 subscales of job satisfaction.  Item mean scores are calculated for each subscale by dividing the sum 
of item scores by the number of items comprising that scale.  For example,  the 'Satisfaction with Standards' 
scale consists of 6 items.  The item mean score would be the sum of all items divided by 6.  Similarly 'Overall 
Job Satisfaction' is the sum of the first 43 items divided by 43. 
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The last question, item 44, is included to give an indication of global satisfaction.  With large samples it can 
be used to give an indication of the relative importance of different aspects of job satisfaction.  For example, a 
larger correlation between 'Personal Satisfaction' and item 44 than between 'Satisfaction with Pay' and item 
44 would suggest that personal satisfaction may be more important than pay.  Such relative importance may 
vary between different groups of staff and/or over time. 
 
The Scales 
 
'Personal Satisfaction'   6 items, Cronbach alpha=0.85 
 
21.  The feeling of worthwhile accomplishment I get from my work 
27.  The amount of personal growth and development I get from my work 
28.  The extent to which my job is varied and interesting 
30.  The amount of independent thought and action I can exercise in my work 
38.  The extent to which I can use my skills 
39.  The amount of challenge in my job 
 
'Satisfaction with Workload'  8 items, Cronbach alpha=0.88 
 
 6.  The time available to get through my work 
14.  The amount of time spent on administration 
15.  My workload 
20.  Overall staffing levels 
23.  The amount of time available to finish everything that I have to do 
24.  What I have accomplished when I go home at the end of the day 
37.  The hours I work 
40.  The time available for patient/client care 
'Satisfaction with  
Professional Support'    8 items, Cronbach alpha=0.89  
 
 2. The degree to which I feel part of a team 
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 3. The opportunities I have to discuss my concerns 
10. The amount of support and guidance I receive 
13. The people I talk to and work with 
22. The degree of respect and fair treatment I receive from my boss 
29. The support available to me in my job 
35. The overall quality of the supervisions I receive in my work 
42. The contact I have with colleagues 
 
'Satisfaction with Training'  5 items, Cronbach alpha=0.85 
 
 5.  Being funded for courses 
18.  The opportunities I have to advance my career 
19.  The extent to which I have adequate training for what I do 
26.  Time off for in-service training 
31.  The opportunity to attend courses 
 
'Satisfaction with Pay'   4 items, Cronbach alpha=0.90 
 1. Payment for the hours I work 
 4.   My salary/pay scale 
 9.   The degree to which I am fairly paid for what I contribute to this organisation 
36.  The amount of pay I receive 
 
'Satisfaction with Prospects'  6 items, Cronbach alpha=0.88 
 
12.  My prospects for promotion 
16.  My prospects for continued employment 
25.  The amount of job security I have 
32.  The possibilities for a career in my field 
34.  The outlook for my professional group/branch of nursing 
41.  How secure things look for me in the future of this organisation 
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'Satisfaction with  
Standards of Care'    6 items, Cronbach alpha=0.90 
 
 7.   The quality of work with patients/clients  
 8.   The standard of care given to patients/clients 
11.  The way that patients/clients are cared for 
17.  The standard of care that I am currently able to give 
33.  The general standard of care given in this unit 
43.  Patients are receiving the care that they need 
 
'Overall Satisfaction'   43 items, Cronbach alpha=0.95 
This scale is calculated using all the above items. 
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Appendix E 
Cover Letter of Survey 
Dear Participant: 
 
You are being invited to participate in a research study titled “What impact does care 
coordination and case load have on job satisfaction and the perceived occupational stress among 
public health nurses”.  This study is being done by Caridad Remy from Drexel University.  You 
were selected to participate in this study because you are a public health nurse. 
Your participation involves completing an online survey consisting of about 75 questions in 
approximately 35 minutes. If you decide to decline to participate in the study please just click on 
the Decline button on the opening page in which case you would be exited from the survey.  
Otherwise click Accept to proceed and you would begin the survey. There is no penalty if you 
choose to decline. Participants in the survey are completely anonymous.  The names of 
participants will not be requested. In the eventuality that the results of the study are published, no 
names of participants are ever published.  Participation in this study will always be kept 
confidential.  
I believe there are no known risks associated with this research study; however, as with any 
online related activity the risk of a breach of confidentiality is always possible.  To the best of 
my ability your answers in this study will remain confidential.  The researcher will minimize any 
risks by securing and maintain the data retrieved from the survey software on password protected 
computers. Once the study results have been collected, the survey will be permanently deleted 
from Survey Monkey and all surveys and responses will be fully purged from their system within 
90 days.   
 
Your participation in this study is completely voluntary and you can withdraw at any time.  You 
are free to skip any question that you choose. 
 
Although the benefits of this study may not be obvious to you, your participation will greatly 
benefit understanding the challenges faced by public health nurses.  If you would like to have a 
copy of the results of the survey, please call 347-499-5192 and leave your name and address. 
When the final results are tallied (approximately 4-6 weeks) you will be sent a copy. 
By clicking “I agree” below you are indicating that you are at least 18 years old, have read and 
understood this consent form and agree to participate in this research study.  Please print a copy 
of this page for your records. 
 
If you have questions about this project or if you have a research-related problem, you may 
contact the researcher, Caridad Remy at 347-499-5192 or cpr45@drexel.edu.  If you have any 
questions concerning your rights as a research subject, you may contact Drexel University 
Human Research Protection Program at (215) 255-7857 or hrpp@drexel.edu. 
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Appendix F 
Email from Michael Traynor giving permission to use MJS tool 
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Appendix G 
Email from Susan French giving permission to use ENSS tool 
 
